What do quality assessments have to do with practicing gastroenterologist? Why should one spend time and effort to incorporate endoscopic quality activities? First, quality improvement (QI) should directly benefit patients by ensuring they receive the highest quality of care possible. Recently, increasing the quality of endoscopy has become an important priority in Korea. Many quality indicators for gastrointestinal endoscopy have been published. [1] [2] [3] [4] Korean endoscopic quality standards were initially developed after a broad systematic review of other endoscopic quality guidelines and discussions with experts. The National Cancer Center and National Health Insurance Service (NHIS) organized the National Endoscopy QI Program in cooperation with the Korean Society of Gastrointestinal Endoscopy (KSGE). 5 Quality standards have improved in the past 5 years, supported by the KSGE and NHIS. There has been great effort to improve endoscopic quality in other countries. In England, the Bowel Cancer Screening Programme (BCSP) was introduced in 2006, targeting a moderate risk population. 6 The program is based on a biennial guaiac fecal occult blood test, and if the results are positive, patients are urged to undergo a colonoscopy after a 45-minute counseling session in a specialist nurse practitioner-led clinic. Additionally, all procedures are observed, timed, and centrally reported by an independent BCSP nurse practitioner. Emerging data show that colonoscopy within the BCSP is achieving exceptionally high quality assessment (QA) standards. In this issue of Clinical Endoscopy, Cho et al. 7 report on the effects of the National Endoscopic QA Program on endoscopic practice and perceptions, burden on institutions, and costs of QA activities, especially from the viewpoint of medical institutions that conduct endoscopic screenings. A total of 67 institutions replied to the feedback survey of the National Endoscopic QA Program. They reported whether the QA program raised awareness for endoscopic quality (93%) or improved endoscopic practice (40%). Acceptable quality standards (45%) and incentives/reimbursement (38%) were considered important to the success of the QI program. In the survey, 52% of responders were conscious of considerable burdens and/or high costs while they prepared the endoscopic QA audit. While this study offered some promising results, it also revealed several issues that we must consider.
First is the perception that QI was significantly enhanced at 93% of the medical institutions after the QA program was initiated. Approximately 80% of responders answered that all aspects of endoscopic quality had improved, including the qualifications of endoscopists, endoscopic unit facilities and equipment, endoscopic procedures and outcomes, and repro-cessing, which means that the quality program benefits endoscopists. Therefore, it is important to identify the necessity of a QA program and make an effort to reflect real practice.
Second, education and perceptions regarding reprocessing are important. Endoscopic reprocessing is associated with patient safety. The national QA program emphasizes strict adherence to endoscopic reprocessing guidelines. Endoscopy facilities should provide continued training and competency assessments for all staff in all areas of their activities, including clinical policies, patient monitoring, administration of intravenous medications, endoscope handling and maintenance, use of accessories, emergency procedures, decontamination, patient recovery, communication skills, and new technologies. The KSGE survey showed that the quality of endoscopic reprocessing has improved compared with results from the survey conducted 5 years prior. According to previous studies, specialized training or supervised endoscopy, use of mucolytics, appropriate use of sedation, longer inspection, extensive photo documentation, and multiple biopsies to reduce sampling error reduces overall miss rate. [8] [9] [10] [11] [12] Periodic surveillance
and practitioner education in reprocessing should be continued. Third, in the survey, several responders felt that QI was associated with some degree of burden (48%), especially financial burden caused by purchasing new equipment such as an endoscope or endoscopic monitoring system. Some primary clinics and private organizations that perform screening endoscopy still use low-quality or outdated endoscopic equipment. Replacing those inadequate endoscopic systems is important for proper endoscopic inspection. Financial issues generate real clinical practice problems such as reuse of disposable accessories, transport of contaminated endoscopes in a sealed container, and lack of protective eyewear. The medical cost of a screening esophagogastroduodenoscopy in Korea was approximately 1/14 of the medical cost in the United Kingdom. Furthermore, medical cost did not cover any cost for disinfection. Without financial support, it is impossible to improve QA in real practice.
Fourth, our survey results may suggest that reimbursement is considered important to the success of the QI program. Cha et al. 13 reported that insufficient reimbursement could be a barrier to accommodating increased endoscopic demand in the future. Furthermore, insufficient reimbursement may lead to low quality endoscopy. To accommodate an increased endoscopic demand, responders said that physicians would have to increase their working hours, which is similar to the results from the U.S. survey. 14 Therefore, further studies on optimizing reimbursement for screening endoscopy in Korea are warranted. However, penalties may also be warranted for physicians who are not actively involved in data collection and measurement to improve the quality and value of their own work. The QA program identified a clear need for high-quality clinical and outcomes research to support QI in the delivery of endoscopy services. A continuous and well-organized national endoscopic QI program is required. The new paradigm of QI seeks to improve all performance and does not simply focus on low outliers as in traditional "quality assurance" programs. Organization and key elements are emphasized, including selection of key indicators and methodologies for the development of standards of practice and benchmarks. Examples of QI initiatives are discussed, demonstrating their value for improved patient care and the process or function of an endoscopy unit. To improve the endoscopy quality program, the KSGE should try to reflect real clinical practice. Reasonable quality standards that reflect our situation and improving the insurance system are important to the success of the QA program.
